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Prenatal Discussion of HIV Testing
and Maternal HIV Testing — 14 States, 1996–1997

Prenatal Discussion of HIV Testing — ContinuedIn July 1995, the Public Health Service recommended that health-care providers

counsel all pregnant women about human immunodeficiency virus (HIV) prevention

and encourage testing for HIV infection (1 ) and, if indicated, initiate zidovudine ther-

apy (2 ). To evaluate compliance with these recommendations, CDC analyzed popula-

tion-based data on HIV counseling and testing during 1996–1997 from 14 states

participating in the Pregnancy Risk Assessment Monitoring System (PRAMS). This re-

port presents an analysis of survey data collected from 1996 through 1997; results

indicate that HIV counseling and testing of pregnant women were common but varied

by state, type of prenatal health-care provider, Medicaid status, and maternal demo-

graphic characteristics. 

PRAMS is an ongoing, state-based surveillance system that collects information

about maternal behaviors, attitudes, and experiences. Each month, PRAMS surveys a

random sample of mothers who have given birth to live infants during the previous

2–6 months using stratified, systematic sampling of resident birth certificates. A ques-

tionnaire is mailed to each mother, and a follow-up questionnaire is mailed to non-

respondents. Nonrespondents then are contacted by telephone. Statistical weights

are applied to account for sampling probability, nonresponse, and sampling

frame coverage in each state. The annual state-specific response rate to the entire
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questionnaire for 11 states in 1996 and 13 states in 1997 was approximately 70%

(range: 69.4%–80.0%). Details of the survey design, questionnaire, and other opera-

tional aspects of the survey have been published (3 ). 

Beginning in 1996, mothers who received prenatal care were asked whether a

doctor, nurse, or other health-care provider counseled them about testing for HIV.

Mothers in eight states, regardless of whether they received prenatal care, were asked

if they had been tested for HIV infection during pregnancy or at delivery. Mothers who

received any prenatal care and responded to the provider test discussion question

were included in the analysis (n=17,354 [97.4%] in 1996; n=19,693 [98.1%] in 1997). To

analyze maternal HIV testing, data were included on all mothers who responded to the

HIV testing question regardless of having received prenatal care (n=8420 [89.8%] in

1996; n=11,152 [91.0%] in 1997). To account for the complex survey design, SUDAAN

was used to calculate point estimates, risk ratios, and 95% confidence intervals (CIs)

surrounding the risk ratios. State-specific risk ratios were considered significant if the

95% CI did not include 1. State-specific risk ratios are not presented for sparse data

(response categories with <20 women).

During 1997, the state-specific proportion of mothers who recalled discussing HIV

testing with their prenatal health-care provider ranged from 63.4% (Maine) to 86.7%

(North Carolina), and the proportion of mothers who recalled being tested ranged

from 58.0% (Oklahoma) to 80.7% (Florida) (Figure 1). Among 10 states with data from

1996 to 1997, increases in testing discussions occurred in New York (22.8%), Okla-

homa (17.8%), and West Virginia (15.3%). Seven states demonstrated no increases
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FIGURE 1. Percentage of mothers who recalled discussing HIV testing with their
health-care provider and percentage who reported being tested for HIV during
pregnancy or at delivery, by state — 13 states, Pregnancy Risk Assessment Monitoring
System, 1997
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(range: –2 to 0.9%) in prenatal testing discussions. The largest increase in reporting of

maternal testing from 1996 to 1997 occurred in New York (18.1%). Smaller increases

occurred in West Virginia (15.2%), Florida (14.3%), Oklahoma (11.5%), and Georgia

(6.5%).

During 1997 in all states, black mothers were significantly more likely than white

mothers to report that their provider discussed testing (risk ratio [RR]=1.05–1.29). His-

panic mothers were not significantly more likely to report having had a testing discus-

sion in most states. In seven states, mothers with less than a high school education

were significantly more likely (RR=0.96–1.22) to recall a discussion about testing. Simi-

larly, in 11 states, mothers aged <25 years were significantly more likely to recall a

discussion about testing (RR=1.04–1.25). Public health-care providers were more likely

than private providers to discuss testing (RR=0.96–1.29) in 10 states. In 11 states,

mothers who received Medicaid benefits during pregnancy were significantly more

likely to report discussions with a health-care provider (RR=0.99–1.32).

In most states, black race, type of prenatal health-care provider, education level,

age, and receipt of Medicaid benefits were associated significantly with maternal HIV

testing. However, associations between maternal characteristics and testing discus-

sions were stronger than associations between maternal characteristics and actual

testing. 
Reported by: Pregnancy Risk Assessment Monitoring System Working Group, Div of Reproduc-
tive Health, National Center for Chronic Disease Prevention and Health Promotion; Div of
HIV/AIDS–Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention,
CDC.

Editorial Note: This report documents a substantial level of counseling about HIV test-

ing and receipt of testing for women who have given birth since publication of the

1995 guidelines. In 1997, >70% of women in nine states recalled discussing HIV testing

with their health-care provider during prenatal care, and at least 50% of women in all

states reported being tested for HIV during pregnancy or at delivery.

Data from PRAMS suggest that physician practices regarding prenatal HIV testing

discussions and prenatal maternal HIV testing may be influenced by state-specific

variations in HIV seroprevalence rates among childbearing women and physician per-

ceptions of maternal HIV risk factors. Health-care providers serving women in states

with high HIV seroprevalence rates may be more aware of HIV prevention and may

place higher priority on prenatal HIV prevention. For example, on average, fewer

mothers (69.2%) in low HIV seroprevalence states (HIV seroprevalence rate among

pregnant women <0.05%) recalled a discussion about testing compared with mothers

(81.4%) in high seroprevalence states (seroprevalence rate >0.4%) (4 ). Maternal HIV

testing demonstrated a similar association; fewer mothers (58.0%) in low seropreva-

lence states were tested compared with mothers (70.9%) in high seroprevalence

states. Variations in testing discussions by maternal race, age, and Medicaid status

may reflect targeted testing efforts by providers on the basis of known epidemiology

of HIV among women in their area. In addition, perception of the mother’s risk may

influence whether a provider discusses HIV testing.

Differences in state legislation also may contribute to variations in HIV discussions

and testing. During 1996, Florida and New York enacted legislation requiring that all

health-care providers include HIV counseling during prenatal care. High levels of

provider discussions on HIV testing reported in Washington and North Carolina can be
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attributed to legislation mandating this activity before 1996. In July 1997, Arkansas

law required that providers test all pregnant women for HIV; however, that legislation

probably did not affect results presented in this report. An association among legisla-

tion, discussions, and actual HIV testing cannot be established using PRAMS data (5 ).

Another survey has shown increased test counseling for women who were young

and other than white, sought care from a public provider, and had low incomes (6 ).

PRAMS data also are consistent with a provider survey that found variations in prena-

tal test counseling according to provider type (i.e., public versus private) and type of

patient insurance (i.e., Medicaid versus other) (7 ).

The findings in this report are subject to at least four limitations. First, information

about previous HIV testing among mothers and the testing date, if any, were not avail-

able. Second, the wording of the survey questions did not allow consideration of a

cause-effect relationship between provider test counseling and maternal test accep-

tance. Third, information was not collected on maternal risk for HIV infection, context

of test counseling (i.e., strength of provider encouragement), or reasons a mother

refused testing. Finally, data were not available to estimate self-reported information

accuracy; however, most respondents completed the questionnaire within 4 months

of the infants’ delivery, minimizing recall bias.

Data from this survey permit health-care professionals and policymakers to

monitor ongoing health-care provider counseling and maternal testing. The results

described in this report emphasize the need for increasing health-care providers’—

especially private sector providers’—awareness of HIV testing during prenatal care to

ensure that health-care providers counsel all pregnant women.
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